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OneCare CEO Update to GMCB

AKey Updates
0 VCO collaboration in place but still a work in progress

o Vermont Medicaid Next Generation program is source of strong
Innovation and illustrates where providers want to go

0 Getting ready for the true APM era

d 2018 planning and budgeting underway, aligned with
Implementation of Act 113

o All along have been building the Quality Improvement and
Population Health Manageme®PHM) capabilities with supporting
advanced informatics

d Updates in this arena will form the bulk of our presentation today

d Philosophy always designed for commurbigsed leadership by
helping facilitate PHM as core function of the delivery system rathel
than a separate layer
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OneCare CEO Update to GMCB

AhGKSN) aSaalk35a FyR aC22R T2NJ ¢K2d:
o GMCB is essential element to APM and reform momentum in Vermont
0 Drive continued understanding and support for APM across stakeholders
0 Help facilitate an effective ACO model as the backboseribus about scal@argets
o Shiftingthe Dialogueon Cost Control
8 CNBY GR2 !'/ ha &l @S A\fzyvééK,é ,(32 éL}\,é GKS '/ h
or expand access while living withina@eSsd O2au Ul NHSUKE
d Key Point: When movetorigkl aSR ! / h Y2RSft> &l @gAy3a | NB a
that as a major advantage
o Even with GMCB leadership, ACO model requires Strong Payer Partnerships
0 Must demonstrate that we bAring a real and different approach to better, more efficient care
odagogl ft1AYy3 UKS UlFftl1€0
0 Programs must be mutuaHlgcceptable on targesetting, risksharing, and quality measurement
and incentives
0 Must do our best to avoid duplication or competition among ACO and gaglerinfrastructure

o Transition Expenses and Early Investments are a Reakideration

0 Success on quality, public health, and cost measures in APM agreement will require early effort:
since many will take years to deliver full impact

0 There are strong expectations on payment reform for primary care and reinvestment to upstrean
community-based care and prevention

0 ACO infrastructure expenses are necessary and require support (especially if envision a unified
ACO model), and are focused heavily on tools and assistance for Population Health Manageme
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Population Health Model

practice level support
= Care Supports: 2,3,5,
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survey), panel and guality mgmt.,

automated interaction [apps, virtua
visits, pt. portals), shared decision
making, and managing of single
episode events [ e.g., transitions)
= Focus: Primary preventon I
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=Team: PCMH, Community base ‘%
care teamsand o
center care and/orcenters of
excellence
=Care Supports: Per Catesony 3
=Interventions: Pallistive care,
specialty/tertiary management,
intensive home intervention +
select category 3
*Focus: Manage complications,
awvoid hospitalization, residential
placement, and other rescue carg,
pallistive care and end of life

\:Iiz:uzsi:n:—

preventive care, incentive programs,

&

oing specialt, \\

f = Team: Primary care medical homewith

= |Interventions: Health promotions and

Category 1: \
HE;';?E:%E" Category 2: Early
. onset/stable
(includes chronicillness
unpredictable

unavoidable events)

Category 4: Category 3: Full
Complex/High Cost onsetch ronic
hi (prolonged)illness
Acute Catastrophic & rising risk

-Team:Frimar\.r:aremEdi:;h
home with specialty
consultation and retum to
PCP

=Care Supports: 1-7

= |nterventions: Motivational
interviewing, healthy living
workshops, defined referral
to specialist, shortterm
interventional services + all
category 1

= Focus: Prevention
progression and
complication[optimal
management of chronic
dizease), sef management,
wellness & educstion; care
coordination, social and

family support j

+Teams: Patient Centered _\
Medical Homewith ongoing
specialty and community care
teams ["Medical
Neighborhood”)

»Care Supports: 1-7 based on
need withmaore intensive
nurse-socialworker
coordination

* Interventions: Single point of
care coordinator contact, full
continuum integration, shared
care planning + majonty of
cotegory 2

*Focus: Category 2 plusCare
coordination, social support

and family support j

Complexindividuals tend to have multiple
conditions requiring care coordination,
partnershipswith specialty care, CHT, and
serving the Medical Home

That could be a Patient Centered Medical
Centered Specialty Practices (e.g., Desis
cardiclogy, opiate Hubs)servingas
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I,/_Pnnwy Care Medical Home

Attributes:
*  Access
*  Continuity

* Coordination

*  Holistic [inc. Social
determinants)

*  Performancedriven

\_* Technology enabled

ﬂ;tiam Centered Medical \

Home Care (PCMH) Physician

JAdvanced Practice Provider

Support Team NP, PA):

Health Coaches

Medical Assistants

Triage Murse

Murse Care coordinator

SMurse educatar

Social Worker

Registry manager

7.  Community Health and
Based Team [e.g. dietician,
pharmacist, MH5A, LADC,
intensive family/school
based clinicians, outreach
providers, etc.)

B e
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Future State:

*  All types of Medical Homes
have accessto 8 Community
Health Team

*  Aligned and defined referral
systemwith DA/SSA4 and
community based care teams

*  Embedded Community
Health Team supports for
larger practices

*  Increaseroleof Health Coach
and community health/based
teams such as pharmacists,

psychiatrists, psychologists,

crizsizwaorkers, family basad
\\ clinicians, physical therapy, _/
etc.



Care Coordination Model

ﬂ: 44% of the population \

U FocusMaintain health through preventive care
and communitybased wellness activities

U Key Activities:
A PCMH panel management
A Preventive care (e.g. wellness exams,
immunizations, health screenings)
A Wellness campaigns (e.g. health
education and resources, wellness
classes, parenting education)
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U 40% of the population

U FocusOptimize health and sethanagement o
chronic disease

U Key ActivitiesCategory 1 plus

A PCMH panel management: outreaci2/yr)

for annual Comprehensive Health Assessment

(i.e. physical, mental, social needs)

ADisease & seffnanagement support*
(i.e. education, referrals, reminders)

APregnancy education

_H_

6% of the population

U FocusAddress complex medical & sot
challenges by clarifying goals of care,
developing action plans, & prioritizing tas

U Key ActivitiesCategory 3 plus
A Designate lead care coordinator (licensed)*
A Outreach & engagement in care coordinatio
(at least monthly)*
A Coordinate among care team members*
A Assess palliative & hospice care needs*
A Facilitate regular care conferences *

OneCareVT.org * Activities coordinated via Care Navigator software platform

U 10% of the population

I FocusActive skillbuilding for chronic
condition management; address-co
occurring social needs

U Key ActivitiesCategory 2 plus
A Outreach & engagement in care
coordination g4x/yr)*
A Create & maintain shared care plan*
A Coordinate among care team members?
A Emphasize safe & timely transitions of care
A SDoH management strategies*




Overarching Population HealtManagementThemes:

A Improve network performance on quality metrics
o Vermont All Payer Model
o Medicare SSP
o Vermont Medicaid Next Generation
o Commercial XSSP

A{ dzLILI2Z NI GNRA &l O2YYdzyAUuASaé oAl
contractual requirements in 2017 and prepare remaining network
participants and affiliates to succeed in future risk contracts

ACIF 2N} of & AY LI c“)q LIS NJF 2 NI | V-0S |
oFaSR LI eySyué 0l NHSUa

A Using data to drive delivery system change

A Special population emphasis

A Maximize participation bgll network members

A Initiate a primary prevention project
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Clinical Priorities

AHighvrisk patient care coordination

0 Goal: Reduce acute admissions and ED utilization by 5% in this high ris|
cohort

A Episode of care variation
0 Goal: Reduce skilled nursing facility length of stay 5%

AMental health and substance abuse

o0 Goal: Increase withi80-day ambulatory care followp for emergency
room discharges for mental health and substance abuse diagnoses

A Chronic disease management optimization

0 Goal: Reduce ambulatory sensitive condition admissions/readmissions f
COPD and heart failure by 5%

A Prevention and wellness

0 Goal: Increase network utilization of Medicare annual wellness visit,
adolescent well child visit, and developmental screening by 5%
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Quality Measurement and Improvement
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2015 Medicare Quality Measur8cores

Performance Year 3: Reporting and Performance Measures

P Oth 40 Oth 60 Oth 80th 90th O 0 ocV (oc\[eY] Qua
SOSHIE 0 0 40 0) (1.8 00) 20 014 2015 QI MeJN 20 -'.
1 Getting Timely Care, Appointments, and Information P | 30.00( 40.00| 50.00( 60.00 jr4eXe[el 80.00( 90.00| 83.81| 85.01 [WrsWs Vv |261| 1.70
§ 2 How Well Your Doctors Communicate P | 30.00( 40.00| 50.00( 60.00| 70.00| 80.00( 90.00| 92.54| 92.47 [ReLkeie, 262 | 2.00
'qE)a § 3 tFGASyGaQ whiAya 2% 5203G2N) P | 30.00| 40.00| 50.00| 60.00 70.00| 80.00| 90.00| 91.84| 91.45 ¢ 246 | 2.00
g.g 4 Access to Specialists P | 30.00| 40.00( 50.00| 60.00 80.00| 90.00| 82.21 86.00 g, Vv | 104| 1.70
2 ici 5 Health Promotion and Education P | 54.71 55.59 57.63 59.09| 60.71| 59.46| 60.61 310 | 1.40
'% e 6 Shared Decision Making P | 72.87| 73.37| 73.91| 74.51 jEWAY 75.82( 76.71| 75.98| 73.81 233 | 1.70
Co 7 Health Status/Functional Status R | N/A [ NJA | N/A [ N/A | NJA | N/A [ N/A | 73.70| 74.12 9 310 | 2.00
34 Stewardship and Patient Resources R | NJA | N/A | N/A | N/A | N/A | N/A | N/A | N/A | N/A [P 293 | 2.00
8 Risk Standardized, All Condition Readmissions P | 16.62( 16.41| 16.24( 16.08| 15.91| 15.72| 15.45| 14.75| 14.84 |§¥ - 2.00
35 Skilled Nursing Facility 30-day All-Cause Readmission measure (SNFRM) R | NJ/A | N/A | NJA | N/A [ NJA| NJA | NJA| N/A | N/A - 2.00
s 36 All-Cause Unplanned Admissions for Patients with Diabetes R | NJ/A | N/A | NJA | N/A [ NJA'| NJA | N/A| N/A | N/A 08 - 2.00
§ 37 All-Cause Unplanned Admissions for Patients with Heart Failure R | NJA | NJA | N/JA | N/A | N/A | N/A | N/A| N/A | N/A RN - 2.00
B 38 All-Cause Unplanned Admissions for Patients with Multiple Chronic Conditions|] R | N/A | N/A | N/A | N/A | N/A | N/A | N/A | N/A | N/A [EeRe - 2.00
§ 9 ASC Admissions: COPD or Asthma in Older Adults P | 175] 1.46 | 1.23 Mol 0.75| 0.56 | 0.27 | 1.25| 0.89 (WX Al - 1.55
% 10 ASC Admission: Heart Failure P | 1.33| 1.17 | 1.04 [MeR6N 0.76 | 0.59 | 0.38 | 1.22 | 1.07 [WoX:! Al - 1.55
© 11 Percent of PCPs who Qualified for EHR Incentive Payment P | 51.35(59.70| 65.38| 70.20| 76.15| 84.85 57.55| 72.26 eI A | 783| 4.00
39 Documentation of Current Medications in the Medical Record R | NJA | N/A | N/A | N/A | N/A | N/A | N/A | N/A | N/A [EX 1750 2.00
13 Falls: Screening for Fall Risk P | 17.12| 22.35| 27.86| 35.55| 42.32 73.38| 46.30 | 47.31 JeiHsSG A | 363| 1.85
14 Influenza Immunization P | 30.00| 40.00| 50.00| 60.00 70.00 90.00| 71.36| 63.81 |if:] A | 33| 155
% 15 Pneumococcal Vaccination P | 30.00( 40.00| 50.00| 60.00| 70.00 90.00| 77.73| 77.80 [RZN{0. A | 366| 18
L 16 Adult Weight Screening and Follow-up P | 30.00| 40.00| 50.00| 60.00| 70.00| 80.00| 90.00| 70.94| 70.81 9 360 | 1.70
o 17 Tobacco Use Assessment and Cessation Intervention P | 30.00( 40.00| 50.00| 60.00| 70.00| 80.00| 90.00| 91.37| 96.67 |[RLN:IS 367 | 2.00
= 18 |Depression Screening P | 5.31]10.26] 16.84| 23.08 |FEWE] 30.97| 51.81| 24.71 28.07 KK Al 2| 170
@ 19 Colorectal Cancer Screening P | 30.00( 40.00| 50.00| 60.00| 70.00| 80.00| 90.00| 65.33| 70.27 N[0k 361( 1.70
= 20 Mammography Screening P | 30.00| 40.00| 50.00| 60.00| 70.00| 80.00| 90.00| 68.04| 71.12 4 A 362 170
21 Proportion of Adults who had blood pressure screened in past 2 years P ] 30.00( 40.00| 50.00 | 60.00 70.00 90.00| 68.66| 66.43 |R[0K5 A | 258| 1.85
g 40 Depression Remission at Twelve Months R | N/A | NJA | N/A [ NJA| NA [ N/A | NA| N/A | NA [ 23 | 2.00
= Diabetes [ACO #27:Percent of beneficiaries with diabetes whose HbAlc in poor control (3 o
g_ Compositgpercent) Hemoglobin Alc Control (HbAlc) (<8 percent) ACO #41: Diabetes - E\ RO N/A | NIA|NIAC INIACT NTA | NTA | NTACLNTA | INTA . 3641 200
g 28 Percent of beneficiaries with hypertension whose BP < 140/90 P | 60.00| 63.16| 65.69 68.03 74.07| 79.65| 67.04| 70.57 257 | 170
3 30 Percent of beneficiaries with IVD who use Aspirin or other antithrombotic P | 30.00| 40.00| 50.00| 60.00| 70.00| 80.00| 90.00| 86.65| 90.02 [§erX:{5 308 | 2.00
f‘f. 31 Beta-Blocker Therapy for LVSD P |30.00| 40.00| 50.00| 60.00 70.00| 80.00| 90.00| 81.78 | 84.12 %[0 154 | 1.85
< 33 ACE Inhibitor or ARB Therapy for Patients with CAD and Diabetes and/or LVS P | 64.37| 70.43| 75.07| 78.28 [gs¥%])| 86.75| 91.67| N/A | N/A K% 223| 170
Total] 60.75
= statistically significant improvement in score from 2014 to 2015 based on p-value < 0.05 H H
v =statistica|lz si:nificant detl:)linein score from 2014 to 2015 based on p—valuz< 0.05 I 2015 Percentile 2015 Final 2014 Fina percent
Score Score Change

OneCareVT.org

A- Significant Improvement based on CMS Quality Improvement Report.
W = Significant Decline based on CMS Quality Improvement Report.

2014 Percentile

2014 & 2015 Percentile (No Chang

96.1%

89.2%

1 6.9%

10
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Medicare 2014 Quality Scores with Clinical and Claims Based Measures \\\\.///{/

E N
vs Risk Adjusted Total Cost of Care by HSA NS
100% - -
\ ocv
‘ Windsor
ennington eighted Average Internally Calculated QM Score =86.1%
Middlebury
80% | .
St. Jghhsbury Springfield Townshend
Total Sample Size for af
. included Measures
= Rutland Randolph CFombined 2014
A 60% | Bennington 1087
£ Berlin 1262
E 0 Brattleboro 553
= Burlington 2534
E Morrisville Middlebury 577
g Morrisville 366
T 40% - Newport 425
= Randolph 381
2 3 Rutland 1166
e ;" Springfield 252
I t St. Albans 726
£ E St. Johnsbury | 127
= 20% - o Townshend 142
=) Windsor 408
g -Beneficiaries may be
> counted more than
8 once if sampled for
S multiple measures.
0% T T T 8 T T T T T T 1
$6,000 $6,500 $7,000 $7,500 $8,000 $8,500 $9,000 $9,500 $10,000 $10,500 $11,000
Risk Adjusted Total Cost of Care Per Beneficiary Per Year
Notes:
A Measures that could reliably be broken out by HSA were included in internally calculated scores, this excludes measures calcu lated with O/E ratios by the payer and
survey measures.
A Medicare 2014 includes measures 8, 12, 13, 14,15 ,16 ,17,18, 19, 20, 21, 22 - 26, 27,28,29,30,31,32 -33.
A Only about 5% of the Medicare population was chosen for clinical quality measure reporting.
A Bubble Size indicates population size (OCV attributed population).
A CMS HCC risk score was used for risk adjustment.
A Spend based on OCV claims data 1/1/2014 0 12/31/2014 with claims run out through 3/31/2015. For beneficiaries attributed to OCV Q4 2014.
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Medicare 2015 Quality Scores with Clinical and Claims Based Measures \\\\.///{/

vs Risk Adjusted Total Cost of Care by HSA %/////// \\\\\\\

~ \OC\I 2015 Weighted Average Internally Calculated QM Score =88.8%
100.0% - A
Benninqon
I Townshend
Liteb Total Sample Size for &
80.0% - 4 e Windsor included Measures
g Combined 2015
E o st. Johnsbury Benplngton 1624
3 Morrisville Berlin 1726
é Brattleboro 616
60.0% - ;
E Burlington 3700
H Middlebury 937
E Morrisville 562
‘—a“ Newport 840
"E 10.0% 1 o Rut!anq 1774
2 S Springfield 531
g 8 St. Albans 782
= > St. Johnsbury | 381
@ Townshend 234
20.0% - g Windsor 472
g -Beneficiaries may be
> counted more than
8 once if sampled for
0 multiple measures.
0.0% : T T : ~ T T : T : !
$6,000 $6,500 $7,000 $7,500 $8,000 $8,500 $9,000 $9,500 $10,000 $10,500 $11,000
Risk Adjusted Total Cost of Care Per Beneficiary Per Year
Notes:
Measures that could reliably be broken out by HSA were included in internally calculated scores, this excludes measures calcu lated with O/E ratios by the payer and

survey measures.

Medicare 2015 includes measures 8, 39, 13, 14, 15, 16, 17, 18, 19, 20, 21, 40, 27, 41, 28, 30, 31 and 33.

Randolph HSA did not have any eligible individuals chosen for quality measures in 2015.

Only about 5% of the Medicare population was chosen for clinical quality measure reporting.

Bubble Size indicates population size (OCV attributed population).

CMS- HCC risk score was used for risk adjustment.

Spend based on OCV claims data 1/1/2015 0 12/31/2015 with claims run out through 3/31/2016. For beneficiaries attributed to OCV Q4 2015.
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Network Success Stories

OneCare Vermont

k Success Story

OneCare Vermont ranked
in the top 17% (66" out of
392*) of Medicare Shared
Savings Program in 2015.

*MSSP ACO's with publically available data from CMS

OneCare Vermont Achieves Consistent Improvements in Quality Across the Network

Focused work across the network resulted in steadily improving Medicare

quality scores and less across the
( N s N\
Annual Medicare Quality Performance Reducing Regional Variation in Quality Scores
100%
02% 100% 87% 90% 94%
90% 80%
_— 78% 60% 70%
40% 7%
70% 41%
20%
60% 0%
L 2013 2014 2015 L 2013 2014 015

Measure Spotlight: Decreasing Admissions for Patients with Heart Failure

OneCare Vermont improved the quality of the care for patients with congestive heart failure (CHF} as measured by admissions to the hospital for that

diagnosis. We were able to decrease our Ambulatory Sensitive Conditions (ASC} for heart o it our scores. We

started out at less than the 30" percentile for all the MSSP programs and improved to the 60™ percentile by 2015 chh increased our quality points
for this measure. Our goal is to keep improving this measure every year.
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OneCare Vermont
Network Success Story

Medicaid Quality Measures

OCV Network

70%
60%
50%
40%
30%
20%
10%

35

. Although we don't have national data to compare on the Medicaid Shared
Savings Programs measures, we want to highlight areas where the Network
changed clinical workflow and documentation procedures to increase rates of
screening for depression, assessment of weight and counselling for physical
activity and nutrition and developmental screening.

apshot of Selected Medicaid lity Measure Areas of Im

57.50%

47.63%
36.94%
24.55%

Developmental Screening in Children
Aged 0-3 Years

for Weight and for
Counseling of Children Aged 3-17

with Same Day
Follow-up for Positive Screen 2 12 Years

2014 @2015

Measure Spotlight: Depression Screening

22 practices associated with Central Vermont Medical Center, Primary Care Health Partners, Windsor
Hospital and UVM Medical Center improved their depression screening follow-up rates by > 10% between
2014 and 2015.

OneCare Vermont’s Network improved screening for depression and follow-up by 50% between 2014
and 2015 (Table 1).

Females were five times more likely to screen positive for depression in the 2015 measurement sample.

Table 1: > 10% Improvement for Depression Screening

p in MSSP for Quality Points for ASC Admissions for Patients with CHF
sl 60%
26% e 40%
2013 2014 2015

Lessons Learned

» Breaking performance goals down into small, actionable steps creates

> Appul!ngmpmvlder‘sdeebetnpvovndetl'edghtm,atdmrightth\e,mthﬂghtpumhngoodmmngplmemnmvm

change and improvement

> Sharing data across the Network generates positive competition and spltks action
» Testing a variety of interventions as pilots across the Network and spi

scores

OneCareVT.org

results in faster

P in quality measure

NS

*  Berlin Health Center *  UVM MC Primary Care Burlington, Essex, South Burlington,
e Barre Health Center Williston, Colchester, Hinesburg, Milton, and UVYM MC
e Adult Primary Care — Barre Pediatrics
®  Adult Primary Care — Berlin e Brattleboro Primary Care
e Granite City Primary Care e Mt. Anthony Primary Care
*  Family Medicine — Berlin e St. Albans Primary Care
e Family Medicine —~ Mad River & Waterbury * Timber Lane Pediatrics
*  Green Mountain Family Practice * Mt Ascutney Physicians Practices
e Integrative Family Medicine — Montpelier
Lessons Learned
Primary Care selected and impl. d standardized d g tools (PHQ-2 and PHQ-9)
Patients reacted positively to being d for dep in nfamlllu setting (i.e. prlmuy care office) with trusted

team members
Clarifying roles and responsibilities among care team

g and follow-up.

November 2016
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Medicare Quality Payment Program
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MACRA/MIPS

Congress created the Meiiitased Incentive Payment
{8aGSY (G2 GFAEE¢ O6NBLISIH O
Growth Rate (SGR) methodology annual crisis and
blend existing CMS quality/value programs into a single
score with significant potential for impacting physician
reimbursement.

Even if you are not in an ACO therens place to
hideX
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